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ABSTRACT 


The present article provides a brief review on sources of health disparities, pandemic risks and burdens, various impact factors 
(such as political disruptions, state-centre imbalance, lack of trained health professionals) hindering policy-making on pandem- 
ics. Further, factors responsible for outbreak mismanagement with strategies for effective preparedness is focused. It also high- 
lights the age-old colonial law, so-called the backbone of Indian healthcare policy in strategizing healthcare emergencies. The 
gaps in the present policy indicate an immediate requirement for an overarching law that governs public health care. The review 
also envisages the safety and security measures taken by the Indian government against COVID-19, prioritising health over the 
economy. Finally, flagship changes required in national healthcare policy to prepare the country to fight against any upcoming 


pandemic outbreaks are suggested. 
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BACKGROUND 


Pandemics are large-scale outbreaks of infectious diseases 
that can greatly increase morbidity and mortality over a wide 
geographic area and cause significant socio-economic and 
political disruption. Due to global travel, integration, mod- 
ernisation, exploitation of environment including land over 
the past century seems to have led to increased occurrence 
of pandemics. The policy-makers have mainly focussed on 
identification of emerging disease outbreaks and ways to 
control them than expanding on investment to build prepar- 
edness and providing quality healthcare. The first National 
Health Policy (NHP) of India was formulated in 19835? by 
Bhore Commission which gave direction to an Indian pub- 
lic health service during Independence’, also influenced by 
the Alma Ata Declaration® of Health focusing on primary 
health care to all by the year 2000. Further in 2002, the NHP 
was revised by focussing on public health through decen- 
tralization®. In 2017, the rules were further revised focusing 
to improve health status through concerted policy action in 
all sectors and quality expansion of preventive, promotive, 
curative, palliative, and rehabilitative services.’ All these 
policy frameworks suffer to give attention for implementa- 
tion of surveillance, preparedness, vaccination, and public 
health response during pandemic outbreaks. 


The frequency of the emergence of pandemic diseases has 
increased multi-fold. The international community has made 
progress towards preparing and mitigating the impacts of 
pandemics. Various pandemic outbursts such as SARS 2003, 
Influenza 2009, MERS 2012, West Africa Ebola 2014, etc. 
have led many countries to intensify pandemic planning and 
management. Global health care bodies (WHO) have framed 
many pandemic regulations and policies, for detection, re- 
sponse, and reporting during outbreaks. Despite these im- 
provements, significant gaps and challenges exist in global 
pandemic preparedness. 


In a pandemic event - geographical factors, policy lapses, 
social determinants, and other factors can result in health 
disparities that are enumerated in Table I." 


DISCUSSION 


Pathogens from livestock, domestic, and wildlife reser- 
voirs constitute SPARK risk. Travel, trade, and migration 
are responsible for the spread of spark risks that constitute 
SPREAD risk. The combination of these two risks in various 
geographical regions results in pandemic outbursts especial- 
ly in Low and Middle-Income Countries (LMICs) with weak 
health care systems!®!3. 
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The COVID-19 pandemic has revealed lacunae in the health- 
care system, education, and training of Pharmacy Profession- 
als (PPs) and other healthcare professionals for Emergency 
Preparedness and Response (EP&R) in India '. A systematic 
review on the population needs is a prerequisite to enable ef- 
fective emergency responses through the EP&R framework. 


A systematic review on the population needs is a prerequisite 
to developing an EP&R framework to enable effective emer- 
gency responses. 


Lack of historical data and uncertainty regarding bioterror- 
ism-related events could hypothetically lead to a pandemic. 
Novel methods such as probabilistic modelling and exceed- 
ance probability curves can be used to assess and estimate 
pandemic risks and burdens. 


Pandemics can cause significant, widespread morbidity and 
mortality as well as socio-economic and political disrup- 
tions!*. Pandemics can cause economic damage through mul- 
tiple channels. For instance, the total healthcare cost to han- 
dle ZIKA Virus? scenario was approx. 28.9 billion dollars. 


The Pandemic Influenza virus continued to circulate as sea- 
sonal influenza virus. From January 2013 to 27" October 
20138 there had been 5200 laboratory confirmed cases with 
684 deaths. The states which reported sporadic outbreaks 
with a large number of cases and deaths are Gujarat, Ma- 
harashtra, Haryana, Karnataka, Punjab, Madhya Pradesh, 
Rajasthan, Tamil Nadu, Uttar Pradesh, Andhra Pradesh, and 
Chandigarh. 


The COVID-19 outbreak, which has now spread to six con- 
tinents, will stall out. But the outbreak should be a wake- 
up call (not as previously ignored with SARS in 2003 and 
flu pandemic of 2009) about infectious threats that we face 
together and that exploit vulnerabilities associated with in- 
come inequality, health disparities, and our slowness to rec- 
ognize the threats. 


As demonstrated in Figure I°, well-prepared countries have 
effective public institutions, strong economies, and adequate 
investment in the health sector. They have built specific 
competencies critical in detecting and managing disease out- 
breaks, including surveillance, mass vaccination, and risk 
communications. Poorly prepared countries may suffer from 
political instability, weak public administration, inadequate 
resources for public health, and gaps in fundamental out- 
break detection and response systems!° 


The main objective of the National Health Policy 20177 is 
to inform, clarify, strengthen and prioritise the role of the 
Government in shaping health systems in all its dimensions- 
investments in health, organisation of healthcare services, 
prevention of diseases and promotion of good health through 
cross-sectorial actions, access to technologies, developing 
human resources, encouraging medical pluralism, building 


knowledge base, developing better financial protection strat- 
egies, strengthening regulation and health assurance. 


The Indian National Health Policy 2017 is being supported 
by United Nations in achieving the goals of Sustainable De- 
velopment (UNU-IIGH, 2018) in order to attain the high- 
est possible level of health and well-being to all at all ages 
through preventive and promotive health care. Though 
SDGs have been given pivotal importance in NHP 2017 but 
pandemic outbreak management still struggles to find a bet- 
ter place. Even as the government ramps up efforts to tackle 
the COVID-19 pandemic, the primary law, it resorts to, is 
the 123-year old The Epidemic Diseases Act, 1897, that gov- 
erns healthcare emergencies in India. The colonial-era law, 
enacted to fight the bubonic plague in the erstwhile Mumbai, 
comprises of four sections spread over just three pages. Ex- 
perts point out one of the primary issues facing administra- 
tors dealing with the pandemic situation is the federal struc- 
ture of Indian democracy. The power granted to the Centre 
under this Act is very limited and provides the ultimate dis- 
cretion of the state government to take a step by framing ap- 
propriate regulation. 


The fiscal profligacy and mismanagement by most state 
governments and imbalances in the sharing of resources and 
constitutional responsibilities, have made them more de- 
pendent on the central government for financial resources. 
This has disrupted the balance of powers and responsibilities 
between the centre and the states’. It has not only affected 
the implementation of health programmes, but also govern- 
ance and security, which all point to the urgency for a more 
state-specific approach to health policy. 


Moreover, not all states have framed regulations to control 
the pandemic. While the government also declared the dis- 
ease as a ‘notified disaster’ under the Disaster Management 
Act, the fact remains that India does not have dedicated 
legislation for a pandemic situation. An overarching law 
governing public healthcare is a glaring gap in India’s fight 
against the COVID-19 pandemic. 


The four major gaps plaguing the Act include the rights of 
healthcare personnel, travel restrictions, privacy rights, and 
investments needed to meet the healthcare challenge. Many 
changes need to be implemented in domestic laws though 
India is a signatory to WHO’s International Health Regula- 
tions (IHR). 


For example, a complete ban on commercial flights may not 
align with Article 43 of the IHR®, which calls for proportion- 
ality of such bans to potential risk. Likewise, the privacy of a 
patient’s medical information should be balanced with public 
disclosure based on needs. Experts believe no such provi- 
sion to maintain this balance is available under the current 
laws. An overarching law could also include provisions for 
an emergency fund to deal with such situations '°. 
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A study conducted in Ujjain, India, revealed that Informal 
HealthCare Professionals (IHCPs) are predominant prescrib- 
ers in rural India'!. It indicated that the IHCPs prescribe anti- 
biotics more commonly than other medications for common 
illnesses in both children and adults. For example, fluoro- 
quinolones, and cephalosporins (3! generation)!’ Such ill 
prescriptions shall result in the emergence of most virulent 
ABRs forms. 


Implementation of more frequent in-service training of pub- 
lic health medical personnel - medical officers as well as par- 
amedics would help not only to update them but also equip in 
delivering challenging assignments’. 


Fighting pandemics around the world*® 


Australia: An overarching law called the National Health 
Security Act and Agreement has been put in place. 


United States: Under the Public Health and Service Act, 
the US Department of Health and Human Services has laid 
down specific guidelines to assist states during health emer- 
gencies and prevent the spread of communicable diseases. 


EU: EU Decision 1082/13 is the key legal instrument for 
threats to health, which endorses compliance with WHO’s 
THR. 


Spain: All private hospitals have been nationalized in the 
wake of the pandemic. 


India: The Epidemic Diseases Act, 1897, governs health 
care emergencies. 


We are slow to recognize threats, so we panic, but we don’t 
prepare. We tend to overreact to problems that are facing 
us right now but under react to long-term threats that build 
slowly. We’re willing to take heroic measures to treat a heart 
attack, but slower to prevent heart attacks from happening. 
Take the current run on face masks. They won’t protect you 
from your neighbour’s coronavirus, but a shortage of masks 
to protect health care professionals who need to treat sick 
people means we could all suffer. 


Experts have been warning of the dangers of disease out- 
breaks for decades, prescribed a set of steps to help deal with 
the current outbreak. For instance, Bill Gates called for a 
data surveillance system that would instantly give relevant 
organisations the information they need about potential out- 
breaks and prevent future pandemics. He donated $100 mil- 
lion™* and suggested that the government should spend bil- 
lions of dollars to build manufacturing plants for vaccines 
that would normally provide routine vaccinations (drug com- 
panies now handle this, for-profit) but could be refitted dur- 
ing a pandemic. 


Current vaccine research, development, and production 
timelines are not conducive to quick responses to pandemic 


threats. For example, despite biomedical advances, most 
influenza vaccines are produced through vaccine platforms 
that rely on the availability of embryonated chicken eggs and 
can take several months to produce. Vaccines that are in de- 
velopment may take decades to become available for human 
use. For example, Ebola vaccines were in development for 
more than a decade, with the first vaccine approved for clini- 
cal use only in 2015. 


Steps Taken During Covid-19 in India 


Our Honourable Prime Minister Narendra Modi has shown 
leadership in mobilizing the heads of government of the 
SAARC and G20 nations to share reliable information, best 
practices, and supports each other in fighting this pandemic. 


The Indian government has so far followed a step-by- 
step model and been on the front foot with an early screen- 
ing at airports from mid-January onwards, initiating 
travel restrictions and in collaboration with states, apply- 
ing restrictions on events, and on places of social gathering 
including restaurants, theatres, and gyms. Such a response 
ensured that there was no panic among the citizens and 
avoided inconvenience to the extent possible. 


The government has taken proactive measures for national 
lockdown and expansion of focused testing, to identify hot 
spots for isolation, quarantining, and care. 


Also significantly increasing health expenditures to strength- 
en the health system response and promoting R&D is ap- 
preciable. Indian government has taken necessary steps by 
depositing cash on a monthly basis for the foreseeable future 
through Jan Dhan scheme. 


Introduced the Aarogya Setu app” for the coronavirus track- 
ing, contact tracing, and to connect with people to health ser- 
vices. The scope of Ayushman Bharat, India’s flagship insur- 
ance/assurance scheme launched with the vision of universal 
healthcare and leaving no one behind, should be expanded to 
include the 40 percent ‘missing middle’ who are neither cov- 
ered by private insurance nor by the government so that any 
COVID-19-related expenses are covered by the government. 


The Indian government has also evacuated more than 1400 
of its citizens from high-risk countries such as China, Ja- 
pan, Iran, and Italy. By Operation Samudra Setu”', the Indian 
Navy is set to rescue stranded Indians from the Maldives 
due to Coronavirus induced lockdown and brought to Kochi 
(then quarantined for 14days). Through the Vande Bharat 
Mission", India sent 64 flights and three Navy ships to re- 
patriate Indians stranded abroad due to the coronavirus pan- 
demic. 


Atma-Nirbhar Bharat Abhiyan”, a comprehensive special 
economic package of 20 lakh crore rupees (equivalent to 
10 percent of India’s GDP) for labourers, farmers, honest 


ea EE SP a me Ga Vo lGane lal 
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taxpayers, MSMEs, and cottage industry emphasizing 4Ls — 
land, labour, liquidity, and laws is a masterstroke in boosting 
the economy. 


CONCLUSION 


The world is ‘a playground’ for viruses like the novel coro- 
navirus that causes Covid-19, infectious disease. We must 
realise that in our crowded world of 7.8 billion people, a 
combination of altered human behaviours, environmental 
changes, and inadequate global public health mechanisms 
now easily turn obscure animal viruses into existential hu- 
man threats.’ 


The Covid-19 pandemic has rapidly disrupted our everyday 
life. Cities and states are on lockdown in a desperate effort 
to flatten the curve. Policy changes matter, and not just be- 
cause they make us feel good about doing the right thing. 
They matter because health is a human right and deeply in- 
terdependent. 


e In order to flatten the curve, the health of people irre- 
spective of caste, colour, creed, gender, and economic 
status need to be protected. Without protecting these 
populations, our health care system will collapse leav- 
ing all of us at risk. 

e Adequate monetary management for pandemic pre- 
paredness is preferred than taking heroic measures 
after the pandemic outbreak. 

e The central and the state governments should work in 
unison irrespective of the political establishment in 
power to manage the pandemic situation. 

e The most effective strategies for pandemic prepar- 
edness consist of investing to strengthen core public 
health infrastructure including water and sanitation 
systems; increasing situational awareness and rapidly 
extinguishing sparks that could lead to pandemics. 

e The policy should prioritise the development of R&D 
wing for a quick and effective response to virulent 
pathogens, a plug-and-play vaccine that can immedi- 
ately be deployed against any new pathogen and latest 
treatments and vaccines being tested at a speed that 
would have until now been unfathomable. 

e The government must also continue to ensure cover- 
age of COVID-19 related expenses with consistent 
and credible communication about public health guid- 
ance and to allay any fears and panic among the popu- 
lace till the end of the pandemic. 

e To avoid imbalances in the sharing of resources and 
responsibilities between state and centre a legal ga- 
zette providing monitoring power to the centre with 
state-specific approach to health policy. 

e All private companies should mandatorily include 
pandemic management fund as part of CSR (Corpo- 
rate Social Responsibility). 


e A better working environment should be provided 
for healthcare professionals in un-served areas. The 
ill-effects of a pandemic may fade but a permanent 
change in the healthcare policy shall protect the sys- 
tem at large. Our system has the potential to be forever 
changed - for the better. 

e As we fight this pandemic together - governments, 
businesses, civil society, and citizens require great 
resilience and adaptability. With an approach that 
includes the whole society, together we can and will 
fight this coronavirus pandemic. ‘PREPARE — DON’T 
PANIC IS THE MANTRA’. 
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Figure l: Global Distribution of Epidemic Preparedness, 2017 - Countries are grouped into quintiles of epidemic preparedness 
(1 = most prepared, 5 = least prepared) 


(Nita Madhav et al., Pandemics: Risks, Impacts, and Mitigation. Washington (DC): The International Bank for Reconstruction and 
Development / The World Bank. 2017) 
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